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TABLE I. ANALYSIS OF OPERATIONS PERFORMED
By controlled, we mean those whose tension was still 18
mm.Hg and under, after 3 months and after one operation.
Patients who after operation were controlled by medical means
are classified as 'non-controlled'. If they had to have a second
or further operation and were then controlled, they are still
classified as 'non-controlled'. This will serve to explain the







South Africa, of those on the Blind Register 1,177 of all races
ar~ blind from glaucoma.'
Race Comparison
Our numbers are too few to give any indication of the results
of the operations.
Among the Whites we see there are 16 controlled out of
28, i.e. 58%, the Bantu 44% and the Coloured 36%. Because
of the 'unknown' factor mentioned before, these figures are
clearly not a true reflection of the results.
CONCLUSIONS
It seems that in Cape Town iridencleisis is the operation
most commonly performed for both open-angle and angle-
closure glaucoma at the time of this investigation.
Perhaps the immediate postoperative complications of
delayed AC formation are less than in C-S trephines, and while
Zita's figures' of 81 % - 82% success in 608 eyes with trephina-
tions are encouraging, it is dampened by the 53·6% of cata-
ract development after 5 years.
Cassady' compared the results of iridencleisis in Negroes
and Whites in OA glaucoma. His results showed 52 % success
in the Whites and 44% in the Negroes. This is statistically
insignificant. We had hoped to make a similar comparative
study, but our Bantu numbers were far too small. In addition
the problem of the poor follow-up also makes such a study
difficult.
I hope that this short paper will show the importance of
follow-up in hospital practice, and will emphasize that so fre-
quently more than one operation is required and that patients
c:lare not be given the promise that if an operation is per-





















































The 'unknowns' are those who failed to re-attend for a
period of 3 months after operation, or who did not have an
intraocular tension recorded on their notes. This latter number
of 41 seems unduly high, but it must be remembered that
many patients come to Cape Town from far away and once
they have had their operation, they do not return for a post-
operative check. Also, for one reason or another, the intra-
ocular tension is frequently not recorded after the operation.
When one considers that glaucoma is the third commonest
cause of blindness, it is particularly distressing to see the
high number of patients who failed to attend hospital again,
despite having been advised to have an operation. Today in
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A CASE OF OCULAR CYSTICERCUS WI1H SUCCESSFUL OPERATION
c. J. BWMENTHAL, M.R.C.S., L.R.c.P., M.B., D.O.M.S., M.S. (LOND.), East London
A White youth, 15 years of age, was brought to me by his
p.arents complaining of one month's history of blurring in the
nght eye.
Th~re was nothing signi!icant in the history, but to a leading
quesuon after I had examIned the eye, the mother said that as
a small child, he had passed 'an enormous lump of worm'
with(;JUt having had any previous treatment, and apparently
nothing further was done abou1 it.
On examination I found him to have a divergent right eye
with vision-'counts fingers'. There was a solid-looking cystic
detachment in the upper and inner quadrant. Surrounding
choroidoretinal exudate and reaction extended down to the disc
and macular areas, and there was loose detached retina
around the margin of the cyst.
A fine cyclitic vitreous haze tended to obscure details but in
vie\\:, of. the abs~nce of a retinal hole, and the one positive
findmg III the history, I felt reasonably certain that this was
a cysticercus. I had never seen one before in 30 years of
ophthalmological practice, except in museum specimens and
illustrations. I decided on a bold approach.
At operation, I put a ring of diathermy points round the
estimated position of the cyst. With a Graefe knife I made a
2(3 mm. incision over the centre of this area, expecting to
probe round with fine forceps in order to find the cyst. To my
satisfaction and the astonishment of the theatre staff, a pearly
cyst of about 2(3 mm. delivered itself spontaneously through
the incision, followed by a small amount of straw-coloured
fluid.
The eye healed uneventfully and the detachment flattened
out rapidly. I should like to be able to inform you that there
was also an improvement in vision, but alas, this was not the
case.
From the appearance it is evident that the parasite excites
a vel)' vigorous foreign protein reaction in its neighbourhood,
and m a closed system like the eye the damage is far-reaching
and permanent.
When I last saw him on 5 April 1965, there was still much
evidence of the old reaction and some evidence of new retinitis
proliferans which suggests that a detachment will one day
follow. Otherwise the vitreous was very much clearer and the
eye appears to be keeping its integrity with no evidence of
shrinkage or loss of resistance.
The pathologist's report was: 'This specimen was a cysti-
cercus. Sections showed the histological features of a C. ceIlIl-
losae (T. solium). No parent tissue was seen.'
